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Presenter
Presentation Notes
This slide set is the first of two looking at how commissioners can make the best use of measurement to support commissioning for improved outcomes.
The slides introduce general concepts about approaches to measurement in health care, the uses of structure, process and outcome indicators, and how to achieve a good mix of indicators for commissioning.
The second slide set follows on from this, and looks at how commissioners can build up sets of indicators along whole pathways of care.


=
Rationale

> The Secretary of State will assess the NHS Commissioning Board’s performance based on
the NHS Outcomes Framework.

> The NHS Commissioning Board will assess performance of clinical commissioning groups
(CCGs) based on the Commissioning Outcomes Framework.

> CCGs will be accountable for:
- improving health care outcomes
- improving the quality of primary care.
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Presenter
Presentation Notes
Under changes to the NHS following the passage of the Health and Social Care Act in 2012, the newly formed NHS Commissioning Board is accountable to the Secretary of State for the performance of the NHS nationally on indicators in the NHS Outcomes Framework. 
In turn, Clinical Commissioning Groups (CCGs) will be accountable to the NHS Commissioning Board for their performance on indicators in the Commissioning Outcomes Framework, which will reflect the national focus on improving health outcomes as defined in the NHS Outcomes Framework. 
Both frameworks make clear that the NHS Commissioning Board and CCGs will be accountable for improving outcomes resulting from health care and treatment activity for which the NHS is responsible, and not for outcomes that are influenced by public health, social care or wider external determinants. 


=
Aims

> The slide set:

> explains the need for different approaches to measurement at various levels of the
health care system

> describes the roles, strengths and limitations of structure, process and outcome
indicators

> highlights the need for using a mix of indicators for commissioning and operational
purposes

provides examples of mixed bundles of indicators for use
provides tips on using data and indicators, and useful information resources
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Presenter
Presentation Notes
This slide set is intended to be a resource for CCGs  on the use of indicators and measurement locally to support commissioning. It describes how priorities for (and therefore approaches to) measurement can differ at different levels of the health care system, the different types of indicators available for CCGs to use, and the need for using these in varying combinations for different purposes.
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1. The national policy context

* NHS Outcomes Framework
* NICE Quality Standards
e Commissioning Outcomes Framework
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=
NHS Outcomes Framework

> The primary purpose of the NHS is to achieve good health outcomes; accountabilities
should therefore be focused on outcomes, not the processes by which they are
achieved.

> The NHS Outcomes Framework is a set of national goals for measuring the overall
performance of the NHS

> It provides:
a national overview of NHS performance, with international comparisons

an accountability mechanism between the Secretary of State and the NHS
Commissioning Board

> aframework for driving quality improvement and outcome measurement in the
NHS

> Itis complemented by outcomes frameworks for public health and social care
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Presentation Notes
The NHS reforms focus on improving health care outcomes, as defined in the NHS Outcomes Framework. Although the framework is intended to focus on improving outcomes throughout the NHS, it recognises the need to use a broader mix of indicators locally. The NHS Outcomes Framework is accompanied by Outcomes Frameworks for Public Health and Social Care. 


The NHS Outcomes Framework

Effectiveness Patient experience Safety
: ' : : \
Domain 1 Domain 2 Domain 3 Domain 4 Domain 5
Preventing Enhancing Helping recovery Ensuring positive Safe environment and
premature death Quality and experience of care protection from
Outcomes avoidable harm
Framework for
people with long-
term conditions

}

NICE quality standards - 150 conditions
supported by structure, process, outcomes indicators - to be developed over five years

l l l

Commissioning Commissioning Provider payment mechanisms:
Outcomes Framework guidance tariffs, standard contracts, Commissioning for
Quality and Innovation,
l l Quality and Outcomes Framework
\’

Commissioning
Clinical commissioning groups, NHS Commissioning Board
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Presentation Notes
The five domains in the NHS Outcomes Framework map to the three domains of quality identified in the Darzi review: effectiveness, patient experience and safety. Evidence-based quality standards, under development by the National Institute for Health and Clinical Excellence (NICE) for around 150 conditions over 5 years, underpin the framework and will be reflected in the Commissioning Outcomes Framework. The commissioning activities of CCGs  will need, in turn, to be reflected in the Commissioning Outcomes Framework.


National Institute for Health and Clinical
Excellence (NICE) Quality Standards

What are they?

> They are:
> sets of specific statements relating to the treatment of different conditions
> markers of high-quality, cost-effective care, derived from the best available evidence

> Quality standards for around 150 topics will be developed over the next five years; 17
have been published so far

> Each standard includes 10 to 15 statements relating to best clinical practice,
each associated with relevant structure, process, and outcome measures

> Given the limited availability of evidence-based outcome measures, most of the NICE
measures relate to structures or processes of care that are linked to outcomes
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Presentation Notes
NICE quality standards define what constitutes good quality care for a range of conditions, and are based on a rigorous evaluation of the evidence. The process of developing the standards is ongoing. Each standard is accompanied by supporting indicators that can be used for measuring the quality of care against the standard. 
The aim is that compliance with these indicators will improve the quality of care, and therefore patient outcomes. As there are few evidence-based outcome indicators, the NICE indicators relate mostly to the structures and processes of care that are considered to be linked to health outcomes.


NICE Quality Standards

How will they be used?

> Indicators relating to the standards will be included in the Commissioning Outcomes
Framework

> CCGs can use the standards:
for benchmarking and local audit
In commissioning service specifications and contractual monitoring

in payment mechanisms and incentive schemes - eg, Quality Outcomes
Framework, Commissioning for Quality and Innovation

> to inform commissioning guides

to meet their responsibility outlined in the Health and Social Care Bill to ‘have
regard to' NICE standards in commissioning

> in quality accounts

> As quality assurance and improvement tools, they can also be used by care providers
and professionals, regulators, and to inform patients and the public

> Many measures cannot be gathered from existing data sources and will require new
data collection
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Presentation Notes
NICE quality standards can be used by various audiences and for a variety of purposes. Indicators relating to the standards will be included in the Commissioning Outcomes Framework.
CCGs can also select standards that are relevant for local populations, and use the supporting indicators in various ways – for example, for comparing the performance of providers in incentive schemes like Commissioning for Quality and Innovation, or for informing patients and the public about the quality of local services.
Health care professionals and organisations can use the standards to monitor and improve the quality of their services. Many of the proposed indicators will require new data to be collected. 


=

The Commissioning Outcomes Framework

> Commissioning Outcomes Framework indicators (under development by the NHS
Commissioning Board) will:

> be aligned to the NHS Outcomes Framework
> include measures of inequality

> Their aims are to:
> drive local improvements in health care quality and outcomes
> hold CCGs to account for progress in delivering these outcomes
> measure compliance with CCGs’ statutory duty to promote quality and reduce
inequalities
> provide information for the public on the quality of health care commissioned by CCGs

> CCGs will be rewarded for improving selected outcomes through quality premiums

> CCGs will need to measure outcomes locally and what will improve outcomes

Context:
> more localism implies greater diversity in local contractual and management arrangements
> this enhances the need for robust use of information by commissioners locally
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Presentation Notes
The Commissioning Outcomes Framework will serve a number of functions, key amongst which will be measuring CCG performance on improving health care outcomes for local populations. CCGs will be rewarded through performance-related quality premiums on indicators that have yet to be specified.  
Improving outcomes will require CCGs to measure outcomes locally and what contributes to improving outcomes. The greater freedoms for commissioners to adapt services to the needs of their local populations, and contract with any qualified provider, offered by the NHS reforms will result in a greater diversity of local models of commissioning. As there will be fewer standardised models to follow, CCGs will need to become skilled in using data and measurement informatively. 


NICE role

> The NHS Commissioning Board has commissioned NICE to develop the quality and outcome
indicators in the Commissioning Outcomes Framework

> The Framework will include:
> NHS Outcomes Framework indicators measurable at CCG level
> indicators based on NICE quality standards that link to the Framework
> other indicators linked to the Framework where standards are not available.

> Indicators proposed by NICE’s Advisory Committee are subject to public consultation,
feasibility testing by the Information Centre, and approval by the NHS Commissioning Board.

> NICE has recently published its proposed indicators for the Commissioning Outcomes
Framework, grouped by condition and mapped to the five domains in the NHS Outcomes
Framework

> COF will also include indicators from the Public Health Outcomes Framework that CCGs
are jointly responsible for with local authorities
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Presentation Notes
The NHS Commissioning Board has commissioned NICE to develop the quality and outcome indicators to be included in the Commissioning Outcomes Framework. 
A set of 44 indicators recommended by NICE’s Commissioning Outcomes Framework Advisory Committee has been published recently. They were developed by specialist sub-groups and patient groups established by NICE for particular conditions and disease groups. The indicators have been subject to a rigorous development process, including feasibility testing by the Information Centre. The indicators include outcome measures where possible, and proxies that measure health care processes that are linked to health outcomes and that can be substantially influenced by CCGs as part of their commissioning activities. A selection of final indicators will be considered by the NHS Commissioning Board in autumn 2012 for inclusion in the 2013/14 Commissioning Outcomes Framework.
The Commissioning Outcomes Framework will also include some indicators from the Public Health Outcomes Framework for which CCGs have joint responsibility with local authorities. It is part of a wider system of accountability for CCGs, which will cover, for example, financial performance and contribution to joint health and wellbeing strategies. 


=

Examples of indicators proposed by NICE

> Some process indicators:

)

>
>
>
>

antenatal assessment <13 weeks

physical checks in people with serious mental illness
structured education for people with diabetes

people with stroke reviewed <6 months of leaving hospital
psychological support after stroke

> Focus on outcome indicators:

)

WOW WV WV WV VWV

recovery following talking therapies

under 75 mortality rate from cancer

hospital admissions for ambulatory care-sensitive conditions
mortality within 30 days of hospital admission for stroke

emergency re-admissions within 30 days of discharge from hospital
health-related quality of life for people with long-term conditions
patient experience of GP out-of-hours services

Patient Reported Outcome Measures
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Presentation Notes
This slide shows some of the indicators proposed by NICE and available at:
http://www.nice.org.uk/aboutnice/cof/cof.jsp


2. Measurement for commissioning

» Key duties of CCGs that depend on the use of data
 Local health economies: indicators for populations and providers
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Key duties of CCGs that depend on
the use of data (1)

> General:
> commission health care services for local populations
> continuous quality improvement
> reduce inequalities in access to and outcomes of health care

> Planning services:

> contribute, with local authorities and health and wellbeing boards, to joint strategic needs
assessments and health and wellbeing board strategy

> co-ordinate care across consortia, health and social care

> Agreeing and commissioning services:

> specification and management of contracts, pay- for-performance schemes, eg,
Commissioning for Quality and Innovation

> development of joint commissioning arrangements
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Presentation Notes
CCGs will need to use data and indicators to inform and support many of their roles. The starting point will be an assessment of the health care needs of, and priorities for, their local populations based on indicators about the health status, epidemiology and access to care of their local populations. This will also have to take account of health inequalities and the public health and social care needs of local populations, and will entail close working with the relevant local authorities and health and wellbeing boards to develop and agree local priorities, strategies and joint commissioning arrangements. 
Ensuring care is well coordinated and integrated across providers and health and social care will be important. Based on these local agreements, CCGs will contract services from providers and commission services jointly with local authorities as appropriate.


=

Key duties of CCGs that depend on
the use of data (2)

> Monitoring services:

monitor performance against contracts

review effectiveness of services

use information to improve services and influence commissioning decisions

use the Commissioning Outcomes Framework and other intelligence to benchmark
quality and outcomes

> provide information to NHS Commissioning Board, Information Centre, Care Quality
Commission and others as required

)
)
)
)

> Improving quality of primary care:
> assist the NHS Commissioning Board in its duty to improve primary care quality
> review access to and quality of general practice services

> use comparative practice-level data to review patient needs, practice performance
and outcomes

> identify poor performance at practice/practitioner level
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Presentation Notes
CCGs will need to use indicators to monitor progress on many fronts: the performance of providers, their compliance with contracts, health care quality and outcomes, performance on the Commissioning Outcomes Framework and other national benchmarking initiatives. 
CCGs will be responsible for improving the quality of care delivered by their constituent practices. To do this effectively, they will need to become adept at using the data sets available for general practice, along with bespoke data extracted from GP computer systems, to benchmark their practices, including comparisons with external peers where possible, and to identify and tackle poor performance. 


Local health economies: indicators for populations
and for providers

> CCGs will need to use a mix of:
> population-based indicators to:
> assess local health care needs including inequalities
> plan and commission services
> work with local authorities to improve public health
> monitor access to, quality and outcomes of health care services
> provider-based indicators to:
> plan and commission services
> monitor access to, quality and outcomes of health care services
> manage contracts and pay-for-performance (P4P) schemes
> identify poor performance and take steps to address it

> Indicators will be needed for:
> arange of conditions, services
> different population, patient groups
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Presenter
Presentation Notes
At the local health economy level, CCGs will need to use indicators at two levels:
 Firstly, for their local populations: these will include indicators of health status such as cancer incidence and mortality rates, and indicators of health care system quality such as cancer screening and hospital admission rates for ambulatory care-sensitive conditions. Inequalities in health and access to health care  will also need to be assessed and addressed.
 Secondly, CCGs will need to use indicators for local providers, including GP practices, acute, mental health and ambulance trusts, independent health care providers and so on. Many quality indicators relevant to each provider type are already available for use in commissioning for improved quality and outcomes (see section 7).
CCGs will need to ensure that they cover all population, condition and disease groups locally as appropriate.





3. An introduction to measurement

* Introduction to indicator types
» Characteristics, examples and pros and cons of:
- structure indicators
- process indicators
- outcome indicators
» National to local, a diversified approach to measurement
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Introduction to indicator types

> Avedis Donabedian, a pioneer of the principles of health care quality measurement
identified three dimensions of quality: structure, process and outcome

> ‘Outcomes remain the ultimate validators of the effectiveness and quality of medical care’
but they ‘must be used with discrimination’

> ltis also important to know about the:
> environment in which care occurs (measures of structure)
> whether ‘medicine is properly practised’ (measures of process)

> Outcomes depend on having the right structures and processes in place.
structure + process = outcomes

> These principles are used internationally

> Each of these indicator types has its strengths and limitations
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Presentation Notes
Avedis Donabedian, a physician, was one of the founders of quality measurement in health care and medical outcomes research. According to Donabedian, the validity of outcome as a dimension of quality is well recognised. But it is also important to measure whether good medical care is applied (processes of care), and in the correct environment and circumstances (structures of care). This framework for assessing quality is used internationally, and by NICE in categorising the indicators underpinning its quality standards.


=
Structure indicators

> Structural measures describe infrastructure or provider-level attributes that impact
on the quality and outcomes of care

> Examples include:
> patients treated on a specialist stroke unit
> attributes relating to clinicians (such as board certification, training)
> staffing ratios
> surgical volumes
> access to equipment eg, MRI scanners.

> Some structural measures - eg, surgical volumes - are more predictive of hospital
performance than process or direct outcome measures
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Presenter
Presentation Notes
Structural indicators relate to the setting in which care takes place, the rationale being that the delivery of good medical care depends on having the correct structures in place.
Structural indicators can relate to material or human resources and organisational structures. They define health system characteristics that affect the quality of care delivered, such as the type and amount of resources used to deliver services, for example, the numbers of appropriately qualified staff, availability of beds, supplies, equipment and buildings. As an example, patients cared for in specialist stroke units rather than general wards have better outcomes.


<)
vV

Structure indicators: pros and cons

Pros Cons

Expedient / inexpensive Limited number of measures, especially for
ambulatory care

Data often available Not always actionable — eg, a small hospital
cannot readily become a high-volume centre

Efficient — one indicator may relate to several Work better as markers of aggregate

outcomes performance than performance of individual
providers

Often evidence-based Less appealing to many than outcome
indicators
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Presenter
Presentation Notes
An advantage of structural indicators is that they can often be derived from available administrative data, and do not require expensive new data collections. Some structural indicators also have a good evidence base. For example, surgical volumes for cancer and treatment of stroke patients on specialist stroke units are linked to outcomes, and commonly used as indicators of health care quality. 
The disadvantages of structural indicators are that the number of such indicators in general use is limited, and they may be less actionable by providers  than process indicators. For example, a small hospital cannot readily make itself a high-volume centre, but it can increase the number of surgical patients receiving antibiotic prophylaxis. Also, the associations between structural indicators and outcomes apparent at an aggregate level may not always apply to individual providers. For example, high-volume hospitals overall may have lower surgical mortality than low-volume centres, but this may not apply for every hospital. Finally, structural indicators can have less face value appeal than outcomes for some audiences.


=
Process indicators

> Process indicators describe care processes provided to:
> populations - eg, preventive services such as cancer screening, immunisation
> patients - eg, patients given a brain scan within 24 hours of a stroke

> Further examples include:
> waiting times for treatment
> neuropathy testing in diabetic patients
> patients given statins on discharge after myocardial infarction
> venous thromboembolism prophylaxis for surgical patients

> Process indicators are often the only practical way to assess the quality of medical

care, and are especially useful in the context of chronic disease management and
ambulatory care
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Presenter
Presentation Notes
Process indicators describe the care process or how well it was performed. The rationale is that care processes impact on quality and outcomes. Process indicators are especially useful when the aim of measurement is quality improvement, which is why process indicators are often used in pay-for-performance quality improvement schemes (such as Advancing Quality in North West Strategic Health Authority and CQUIN). 
Process indicators are often the only practical tools for measuring the quality of medical care, especially in relation to chronic disease management and ambulatory care. That’s because outcomes in these areas are often less readily definable, measurable, and attributable to the quality of care than, for example, in the case of surgery. Also, evidence-based quality indicators generally relate to care processes linked to outcomes rather than outcomes directly, because outcomes can be affected by many factors unrelated to the quality of care.
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Process indicators: pros and cons

Pros Cons

Most evidence-based indicators are process Often too specific, narrow

related

Direct measure of quality when evidence- Links with outcomes are variable, sometimes
based unclear

Reflect care that patients receive Can become tick box exercise

Easily measured, data collection easier Potentially subject to manipulation

Easy to interpret May have little appeal for patients

Not subject to time lags
Don’t require risk adjustment

Are actionable, therefore useful for quality
improvement, performance assessment

TheKingsFfund> healthcare e

© The King's Fund 2012 Slide 23


Presenter
Presentation Notes
On the positive side, evidence-based quality indicators are generally process-based. For example, Quality and Outcomes Framework indicators for general practice relate almost entirely to processes and intermediate outcomes. Process indicators directly measure the quality of care that patients receive. They are generally not complex or difficult to measure, so data collection is easier and interpretation is straightforward and not subject to the time lags frequently entailed in measuring impact. They measure the delivery of care processes that are desirable in their own right, and that are not affected by other factors such as patient characteristics. So they do not require risk adjustment.  They also measure actions within the control of providers. 
The disadvantages are that often the indicators measure specific, narrowly defined care processes. While process indicators are often designed to reflect components of good quality care, their impact on outcomes can be unclear and not directly discernible. The data for process indicators can be more easily manipulated than an outcome, like death.
Like structural indicators, process indicators may have little popular appeal. 


=
Outcome Indicators

> Outcome indicators reflect the end result of health care, but can reflect the effects of other
factors also. Outcomes can be final (eg, death) or intermediate (eg ,blood pressure control)

> There are different types of outcomes, for example:
> population outcomes - eg, cancer mortality, hospital admission rates
clinical care outcomes — eg, readmission rates
adverse events — eg, hospital-acquired infections
patients’ experience of care
patients’ health status

WOV WV WV

> Outcome measurement is generally most practical and widely applied in:
> surgery, eg, cardiac surgery mortality

> acute care, where the link between intervention and outcome is relatively direct, timely
and amenable to risk adjustment

> There are fewer examples of outcome measures for primary and ambulatory medical care
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Presentation Notes
Outcome indicators measure the state of health or events that follow care and reflect the quality of health care. Some outcomes can only be assessed after years, for example limb amputations in diabetic patients, so it is important to measure intermediate outcome indicators, such as blood sugar in diabetic patients.  
There are many different types of outcome indicators, ranging from clinical outcomes to measures of patient satisfaction and patient-reported outcomes.
 Outcome measurement is most frequently used in the context of surgery, notably cardiac surgery, where benchmarking of units/surgeons in the UK has been instrumental in improving outcomes. It is also commonly used in the context of acute care, because here too the link between clinical intervention and outcome is more direct and amenable to risk adjustment. In contrast, there are fewer examples of robust outcome indicators for primary and ambulatory medical care, where such links are less easily demonstrated, the intervals to outcomes are longer, and the intervening determinants more numerous.


Variation in performance on outcome indicators

Category of explanation

Differences in patient types

Impact of external factors

Measurement challenges

Chance

Differences in quality of care
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Sources of variation

Patient characteristics — eg, co-morbidity,
severity, socio-economic status

For example, quality of primary, community,
ambulance care, local availability of hospices

Ascertaining risk factors, availability of data,
method of analysis — eg, method of risk
adjustment

Random variation, influenced by numbers of
cases and frequency of outcomes

Use of proven interventions

Ideas that change

health care
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Presenter
Presentation Notes
Outcomes reflect the quality of care but also the effects of other factors. They are affected by patient characteristics, such as age, sex, lifestyle factors, severity of illness, the presence of co-morbidities and socio-economic status. They therefore need to be risk-adjusted for reliable interpretation of variations across providers, and even for one provider over time. 
Even with good risk adjustment, the configuration and quality of services in the wider health economy can impact on outcomes. For example, the quality of primary care can affect outcomes for patients admitted to hospital.
Whereas structure and process indicators generally require simple constructions with data that’s not particularly complex, outcome indicators often require detailed clinical information to support risk adjustment and this may not always be available. The validity of the results also depends on the analytical sophistication possible with available data. Outcome indicators can be affected by random statistical variation if they are based on small numbers of events.


Outcome indicators: pros and cons

Pros

Face validity

Reflect all processes of care

Effective where close causal link exists
between intervention and outcome

Measurement and feedback drives
improvement

Not easily manipulated

Effectively applied in surgery — eq,
cardiac surgery
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Cons

Link to care quality variable or unclear
- eg, a patient admitted with acute
myocardial infarction may not survive
despite good-quality care

Affected by factors unrelated to care
quality

Attribution not easy to interpret

Measurement challenges:

- risk adjustment

- good-quality clinical data

- outcomes often low-frequency events

Potential for risk avoidance

Limited use in primary, medical,
ambulatory care

Time lag between care and outcome

Ideas that change


Presenter
Presentation Notes
Outcome indicators have widespread appeal because they reflect health status and the end result of all care. They have been useful in driving quality improvement, especially where they reflect fairly closely the impact of clinical care quality. 
The most significant limitation of outcome indicators is that they often reflect the impact also of factors unrelated to quality, and it is often not possible to disentangle the contribution of these factors. Their interpretation as markers of performance, and attribution to the quality of care delivered, can therefore be challenging.
Robust outcome indicators also depend on the availability of high quality clinical data amenable to risk adjustment. A concern with outcome indicators is that their use as performance measures may lead to risk avoidance, with high-risk patients being denied care. Finally, there can be significant time lags between the delivery of care and outcomes as, for example, with 5-year cancer survival rates.
    


=
The right indicator mix depends on the level of accountability

Generally, the broader the perspective (eg ,national), the greater the
relevance of outcome measures.

ACCOUNTABILITY LEVEL

NHS Commissioning Board accountable
to Secretary of State for delivery on NHS
Outcomes Framework

NHSCB<€— CCGs CCGs accountable to NHS Commissioning Board for
delivery on Commissioning Outcomes Framework

Roles of CCGs:

* needs assessment

CCG * public health

operational roles e commissioning

e contract management, P4P schemes

e improving quality and outcomes

e improving efficiency

e improving equity and reducing inequalities

INDICATOR
Structure Process Outcome TYPE
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Presenter
Presentation Notes
The choice and mix of these different types of indicators depends on the aims of measurement, and these vary from national to local level. This slide illustrates, in simplified form, the changing mix of measurement requirements at various levels of the health care system.
In general, outcome indicators are useful where a broad overview is required – for example, in assessing how the whole health care system is performing, as with the use of the NHS Outcomes Framework for assessing NHS performance nationally and demonstrating the results of public investment in the NHS. 
Outcome indicators are also relevant for measurement locally, to monitor progress and target improvement activities – which is how the Commissioning Outcomes Framework will be used by the NHS Commissioning Board. However, they also need to be unpacked into the components that need to be acted on to realise the improved outcomes. That’s why the Commissioning Outcomes Framework is likely to include both outcomes and process indicators. As the perspective narrows further to commissioners, providers, hospital departments and GP practices, outcome indicators (although still important) will increasingly need to be supplemented by structure and, in particular, process indicators.


=
National to local: a diversified approach to measurement

> At local health economy level, CCGs will find a mix of structure, process and outcome
measures most useful for operational purposes

> This is because:

> outcome goals need to be disaggregated and ‘operationalised’ into mechanisms for
delivering improved outcomes

it is important to know where to target local action

structure/process/intermediate outcome indicators are more timely for monitoring
progress

> dimensions of quality (including equity) that are not outcomes should be monitored
locally - eg access, waiting times, care co-ordination for people with chronic disease,
efficiency, value for money
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Presenter
Presentation Notes
Although there is a national focus on measuring health care outcomes, we summarise here the reasons why this will require CCGs to use a mix of indicators locally to deliver on their responsibilities as commissioners and drivers of quality improvement.


4. Using a mix of indicators to improve
outcomes — an example
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=
Cancer

> Cancer survival in England compares poorly with survival in OECD countries

> Some contributory factors are:
- delays in diagnosis and treatment
- variations in access to and quality of treatment

> Cancer is a priority in the NHS and Public Health Outcomes Frameworks

> CCGs as commissioners and GPs as gatekeepers have a key role in improving
cancer outcomes

> Relevant policy documents are:
- cancer strategy January 2011
- cancer commissioning guidance July 2011
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Presenter
Presentation Notes
The government’s reforms aim to deliver outcomes that ‘are amongst the best  in the world’. International benchmarks will therefore be used in setting the ‘levels of ambition’ for indicators in the Outcomes Framework that the NHS Commissioning Board will be expected to deliver on – for example cancer survival.
England compares poorly with many OECD countries on cancer survival. Improving cancer outcomes is a priority in both the NHS and Public Health Outcomes Frameworks. CCGs will have a frontline role in commissioning health care services that deliver these improvements by reducing cancer incidence and optimising outcomes for those who develop cancer. General practice also has a key role to play in terms of early diagnosis, timely referral and ensuring access to high quality care.


=
Cancer

> NHS Outcomes Framework, Domain 1 ‘Preventing premature mortality’, includes indicators on:
> cancer mortality at ages under 75
> cancer survival (lung, breast, colorectal)

> Reducing cancer mortality depends on:
> reducing cancer incidence - ie the number of people who develop cancer, AND
> improving cancer survival - ie, the number of patients treated successfully

> Improving these outcomes requires improvement in the underlying drivers - eg:

> reducing cancer incidence depends on preventive measures such as access to smoking
cessation services (process measure)

> improving cancer survival depends on ,eg ,screening, timely referral, treatment rates
(process measures), and staff capacity/skills and surgical volumes (structure measures)
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The NHS Outcomes Framework aims to reduce premature mortality from cancer – an indicator also in the Public Health Outcomes Framework and therefore shared between CCGs and local authorities – and improving cancer survival. Reducing cancer mortality requires both a reduction in the frequency with which cancer occurs, and an improvement in the quality of care for those who develop it. All these three outcome goals depend on having the right structures and processes in place.


=

Cancer PRIMARY OUTCOME MEASURES
(example indicators) ///gancer mortalityo\
— Cancer incidence O Cancer survival O
Inequalities ) ;
A
Risk factors and prevention Diagnosis, treatment, end-of-life care
Rates of: Rates of:
- incidence O - screening P
- smoking prevalence, diet, etc 10 - referrals, diagnostic tests, time to results P
- population awareness P - detection rates O
- no of smoking cessation clinics S - stage at diagnosis O
- smoking quitters O - access, waiting times P

- cancers detected at emergency presentation P
- surgical volumes S

- treatment (surgery, radiotherapy) rates P

- information for patients P

Key . :
Population-based indicators - length of stay, readmission, mortality rates O
Provider (GP practices and acute trusts)-based -one-year survival: proxy for late diagnosis O
indicators - management by a multidisciplinary team P
S=structure measure . L

P=process measures - staff skills, training S

|O=intermediate outcome measure - adherence to guidelines P

O=outcome measures - access to end-of-life care P

- patient experience and wellbeing O
- cancer deaths by place of death O

The K|ngs Fund) }f':;}fﬁ'gg‘,e"’a"ge - participation in national clinical audits S
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Using the example of cancer, this slide illustrates an approach to developing and using indicators to inform commissioning.
The population-based indicators (in red) provide local data on the burden of disease and the prevalence of risk factors, and can inform the health care needs assessment. They also show the performance of local cancer prevention services. The provider level indicators (in blue) measure the quality of cancer care across different types of providers.
In both cases, there is a mix of structure, process and outcome indicators. Of course, far more cancer-related indicators are available for use than those listed here.


5. Issues and tips to consider when
using data and indicators
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Some issues for commissioners to consider
In using data (1)

Measurement is indispensable for conducting NHS business. Some issues that need
consideration when using indicators are:

> Data quality and coding patterns: These vary across data sets and providers due to
differences in data coverage, coding quality etc (further information available from
Information Centre). Commissioners can use contracts to drive improvements in data

quality

> Analytical methodologies: Indicator values depend on the statistical methods used,
which can differ between agencies (as with hospital mortality rates). They can also be
biased by limitations of the available data

> Timeliness of data: Commissioners need real-time or near equivalent data, but often
there is a trade-off between timeliness and data quality
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There are some key issues to look out for in using data.
All variations are not necessarily attributable to health care quality. Variations in data completeness, quality and coding patterns can bedevil comparisons.  Investigate these in detail if indicator values appear aberrant.
Commissioners can also drive improvements in data quality through contractual and payment mechanisms. The Department of Health’s recently announced Information Strategy aims to drive improvements in data quality through setting of standards. 
Another reason for spurious differences is if the indicator methodology used fails to (or is unable to because of the available data) adjust for confounders like case mix.
Data sets like Hospital Episode Statistics (HES) go through a cleaning and ratification process that takes time, but the data quality is then superior to that of provisional HES data available much earlier. Although timeliness is of paramount importance, that should be balanced against the need for accurate data.
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Some issues for commissioners to consider
In using data (2)

> Benchmarking: Can be useful for peer comparisons and identifying outliers, but should be
used with discretion. Variations can be caused by factors unrelated to care quality

> Data for non-NHS providers: Private and voluntary health care providers often do not
have data that is comparable to NHS data, but this can be required through contractual
arrangements

> Managing use of information: CCGs must prioritise their use of information in
accordance with local priorities . Collaboration with CCG partners and experts in public
health and quality measurement can help with this and also facilitate benchmarking

> Exploiting new data sources and opportunities: for example, through increased
availability of clinical audit data, data linkage, data from general practice, and other
developments, including those outlined in the Information Strategy
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Except in the few circumstances where absolute standards apply, performance is generally assessed on the basis of comparative data and benchmarking. But performance can be influenced by externalities that should be taken into account. For example, emergency re-admission rates can reflect quality issues, but also changes in disease patterns, service configuration, admission/discharge policies, case mix, and so on.
With an increase in the number of non-NHS providers likely as a result of the ‘any qualified provider’ policy of the government, commissioners will need to ensure their performance can be measured on the same basis as that of NHS providers. This will be a challenge, but commissioners can use contractual mechanisms to require the submission of NHS-equivalent data. The Information Centre can advise further on this.
Commissioners can seek guidance and assistance from organisations proficient in the use of data and local indicators, such as the Public Health Observatories and Quality Observatories, to help them navigate through the wealth of material available. Partnerships between CCGs will also make for economies of scale in the use of information. 
A number of information developments underway or in the pipeline, including possibilities outlined in the Information Strategy, will improve the data available for CCGs to use. 
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Some tips for commissioners

Build on the useful indicators and analytical tools that are available
Maximise use of available data sets in developing new indicators
Avoid a narrow focus

Use a balanced indicator mix

Examine variations

Analyse inequalities

Monitor trends over time

Ensure a coherent approach to measurement

. Ensure good information governance

10. Use indicators to promote learning and improvement

© 0 NOoOOhAWNPRE
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The NHS has a long history of measurement, and there are many indicators and tools already available for use. New data collections can be costly, burdensome and have data quality problems. Currently available datasets also have potential for development, which would be cheaper and quicker than collecting new data. 
A broad-based approach to measurement, including a mix of different indicator types, will support commissioning and provide a more robust basis for assessing provider performance. Addressing variations and inequalities can raise overall quality; effective use of data can support these functions. 
Measuring care co-ordination across services and providers can be challenging but is important for both quality improvement and efficiency savings. The indicators used should complement and reinforce each other. Use of data carries a risk of disclosure and users should always ensure that high standards of information governance are observed to safeguard patient confidentiality. 
Finally, indicators raise questions. They do not provide definitive answers. Their value lies in using them, in conjunction with other relevant information, as levers to gain a greater understanding and promote improvement. 


6. Conclusions
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Conclusions

> Informed use of information is critical for effective commissioning

> Indicators should be used selectively at population and provider level for different
conditions and population groups.

> Commissioners will need to use measurements according to their functions:
> outcome indicators for monitoring progress on goals
> structure and process indicators as actionable levers

> There is much NHS data and experience in measurement available to build on.

> Challenges ahead include measuring:

inequalities (problems with data availability and small numbers)

guality of services provided by non-NHS providers

quality of care for people with chronic conditions and multi-morbidities
care co-ordination

guality along whole care pathways, and across providers, care settings

VOV VNV WV
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We have shown that effective use of data by CCGs will be critical for performing their commissioning functions, and that they will need a range of indicators to enable them to do this. 
Although there is a wealth of data and experience available for CCGs to draw on, addressing the demographic and epidemiological changes underway will present new measurement challenges – in particular, that of measuring care co-ordination and integration across services and providers. This will present challenges for CCGs in terms of data availability, but there are constructive ways in which this can be approached, as demonstrated in the next presentation. It will become increasingly necessary.
The NHS Outcomes Framework 2012/13 highlights the need to align the NHS, Public Health and Social Care Outcome Frameworks to support integration, and shared national level outcomes with shared accountability will be identified where appropriate.


7. Data sources, references and
further Information

This section includes:
 key sources of data and indicators
 references and information sources
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Key indicator, data sources (not a comprehensive list)

Indicators/data for GP practices

Information Centre indicator portal

APHO practice profiles

QOF

Prescribing

GP patient survey

GP practice records, GP datasets eg GPRD
Indicators for commissioners

Information Centre indicator portal

DH commissioning toolkit

Community health profiles

Health poverty index

DH programme budgeting toolkit
Indicators/data for providers and/or commissioners

Organisations with data, indicators

Information Centre indicator portal
Indicators for quality improvement
CQC patient experience surveys
NHS Staff surveys

PROMs

PEAT

NHS comparators

Better care better value indicators

Information Centre

Office for National Statistics

Department of Health

Care Quality Commission

Quality Observatories

Public Health Observatories

Health Protection Agency

National Patient Safety Agency

Healthcare Quality Improvement Partnership (national clinical audits)

Secondary uses service / HES admitted patient care data set

Outpatient commissioning data set
A&E commissioning data set
Mental Health Minimum Data Set

For more data sources see:

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_129743.pdf
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There is a vast amount of NHS data available for use by commissioners, covering data for both commissioners and NHS providers. Some of the main sources of data and indicators available nationally are listed on this slide.  
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